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Depression can have a major negative 
impact on all aspects of life for older people 
diagnosed with depression. In this paper we 
discuss a potential intervention-exercise that 
potentially could improve the wellbeing and 
functioning of the older person diagnosed with 
depression. 
Depression 
Depression is a common mental disorder 
which manifests with depressed mood, 
poor concentration, loss of energy and poor 
appetite. 
The diagnosis of clinical depression is 
based on either the International Statistical 
Classification of Diseases and Related Health 
Problems (ICD-10) (World Health Organization 
(WHO), 1992) or the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV) (American 
Psychiatric Association, 1994). There is a 
strong evidence base for therapeutic and 
protective benefits of exercise for physical 
diseases and disabling conditions for older 
people, however research of exercise for 
mental illness is falling behind the research 
for cancer, cardiovascular disease and type 2 
diabetes. This is disturbing as depression is 
predicted to be the second global burden of 
disease by the year 2020 (WHO, 2001). 
Depression affects 121 million people 
worldwide and is more common in women; 
however it is suggested that a large number 
are under reported and only 25% actually 
receive treatment (WHO, 2001). 
Depression in older people
The prevalence of depression among older 
adults has been associated with morbidity, 
increased risk of mortality and economic 
burden (WHO, 2000). 
Depression is the most common mental 
health problem found in older adults and 
can coexist with Alzheimer’s disease, loss 
of events, poverty, social isolation, recent 
bereavement and physical diseases. 
It has also been recognised to have a 
poorer prognosis in older adults than in 
younger people (Gurney, 2009). Cole (1990) 
found that as much as 67% of older adults 
have had previous episodes of depression, 
which could be due to inappropriate or non-
existence treatment. 
Depression is often not diagnosed in older 
people (Audit Commission, 2000). This is 
worrying as there is a high risk of self-harm 
and suicide in older adults (Lampinen et al, 
2000; Gurney, 2009). 
Depression is a particular problem in 
nursing homes. As Bagley et al (2000) found, 
43.7% of residents in nursing homes rated 
themselves as depressed on the geriatric 
depression scale (Brink et al, 1982).
Treatment for depression
For decades the first-line treatment for 
depression in primary care has been 
medication (Daley, 2008). In severe 
depression electroconvulsive therapy is also 
an option (Byrne and Neville, 2010).
An overemphasis on physical treatments 
does not always have efficacy, for example 
guidelines for clinicians published by the 
National Institute for Health and Clinical 
Excellence (NICE) (2009) states that 
antidepressants are not recommended for 
mild depression because the risk-benefit ratio 
is poor. 
Further to this, it has been found that 
certain antidepressants can increase the risk 
of self-harm and suicide in some people (Healy 
and Whitaker, 2003). 
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The use of psychotherapies such as 
cognitive behavioural therapy has also 
received more prominence (NICE, 2004), 
however there may be a wait of several 
weeks to months in order to be seen for 
psychological therapy (Gosh, 2009).
Physical activity as a treatment option
Although the mechanisms and causal link 
between physical activity and depression are 
unknown, numerous pathways have been 
hypothesised, such as increased serotonin and 
endorphins, associated increases in hardiness, 
reduced stress reactivity, and activity-related 
increases in control, mastery and self-efficacy 
(Paluska and Schwenk, 2000). 
According to the chief medical officer for 
England, physical activity can be an effective 
treatment in clinical depression and can be 
as effective in the long term as medication or 
psychotherapy (Department of Health, 2004). 
NICE (2009) set guidelines for treating 
depression, which state that patients of all 
ages should be informed of the benefits of 
structured exercise programmes up to three 
times a week that should last between 45 
minutes and one hour over a period of 10 to 
12 weeks. 
In some areas exercise is now being 
prescribed by GPs as it can also help reduce 
weight, lower blood pressure and improve 
physical fitness and strength (Biddle et al, 
2000). 
Exercise has been described as a physical 
effort of the body to achieve a level of fitness 
that is beneficial both mentally and physically 
(Department of Health, 2005). 
The benefits of exercise in older adults are 
considerable, as well as the health benefits, 
social networks are maintained and new 
friendships are made (Biddle and Mutrie, 2008). 
Exercise is a low-cost intervention, which 
has the potential to play a major role in the 
prevention and treatment of depression and 
stress reduction and the association with 
positive mood and improvement in cognitive 
functioning (Callaghan, 2004; Daley, 2008). 
Research has also found that people who 
have suffered with mental health problems 
benefit from exercise and are more 
motivated to continue exercising (Biddle and 
Mutrie, 2008). 
Exercise is not only important for muscle 
strength, flexibility and bone health, but 
also valuable in improving an older person’s 
emotional outlook. 
Exercise has been shown to make people 
happier, and to improve the sense of wellbeing 
(Paulson, 2005). It improves sleep quality, 
incontinence and reduces the risk of falls 
(Lord, 2007). 
Thus health promotion including exercise 
can enhance physical, mental, social and 
spiritual wellbeing and can enable a person to 
have the capacity to enjoy life to the full and 
be able to face challenges by using positive 
coping strategies (Callaghan, 2004; Biddle 
and Mutrie, 2008). 
Brain chemicals released during exercise 
such as serotonin, dopamine, noradrenalin and 
endorphins are known to have strong effects 
on mood helping to reduce feelings of anxiety 
and depression. The beta-endorphins secreted 
during exercise, sometimes described as 
‘runners high’, reduce pain. This is why many 
people feel invigorated and enthusiastic after 
exercise (Faulkner and Taylor, 2008).
Increasing physical activity can significantly 
improve the quality of life in older adults as their 
mobility is improved and they become more 
independent. However, it has been suggested 
that a large number of people over the age 
of 50 are sedentary and only a small number 
engage in physical activity that is beneficial to 
their health (Faulkner and Taylor, 2008). 
Thirty minutes of moderate physical activity 
five times a week would prove beneficial 
to older adults. This could be household 
chores such as vacuuming, a brisk walk 
or social activities like dancing. Exercise 
that improves physical health increases 
the feeling of wellbeing as well as positive 
social interactions and positive mental health 
(Department of Health, 2001). 
In 2005 the Mental Health Foundation 
published a report Up and Running, which 
highlighted the need to promote exercise 
therapy, an option which patients could choose. 
In 2006 the Mental Health Foundation 
received funding to evaluate a small number 
of referral schemes across the country 
that proved to be beneficial (Mental Health 
Foundation, 2009). 
A government initiative – Our Health, 
Our Care, Our Say (Department of Health, 
2006) – set out proposals for exercise on 
prescription. Since its publication London has 
been awarded the honour of staging the 2012 
Olympic and Paralympic Games, and this 
has been seen as an opportunity for health 
professionals to work closely to provide a 
fitter nation (Mental Health Foundation, 2009). 
However, the option of exercise therapy 
is underused in primary care even though 
there is evidence to support its benefits 
(Department of Health, 2004).
 A recent study explored the use of an 
exercise programme as a social support for 
men with serious mental illness. It was found 
that social support was important in the 
initiation and maintenance of exercise and 
was significant in the individual’s journey to 
recovery (Careless and Douglas, 2008).
Another report conducted by the 
Department of Health found that adults who 
were physically active have a 50% reduced 
risk of developing long-term heart disease 
(Department of Health, 2004). 
Exercise has fewer negative side effects 
compared to antidepressants and has a 
number of co-incidental benefits such as 
reduced risk of heart disease, stroke, high 
blood pressure, some cancers, type 2 
diabetes, osteoporosis and obesity. 
Exercise can be useful in treating patients 
with both physical and mental health 
problems, it could be said that it is a holistic 
approach. 
Exercise is a sustainable behaviour change 
and can form part of a healthier lifestyle. 
There is no stigma attached to exercise and 
patients can feel a sense of power over their 
recovery with exercise (Biddle and Mutrie, 
2008). 
The number of people over 60 years 
old in developing countries is projected 
to double in the next 20 years, therefore 
reducing and postponing age-related 
disabilities is an essential public health 
measure and physical activity can play an 
important role in creating and sustaining 
wellbeing in all ages (WHO, 2000). 
There has been an emphasis in healthcare 
policy from responding to an illness to 
preventing it by promoting lifestyle changes, 
therefore by targeting people in their 40s and 
50s hopefully common conditions related 
to old age can be reduced (Carter and 
O’Driscoll, 2000).
Individuals who exercise regular in mid-life 
may regain functional ability more quickly 
following hospitalisation. Quite often people 
in their 40s experience physical ailments 
for the first time such as back pain and may 
experience physical inadequacies such as 
seeing their children display greater strength, 
speed and stamina. Added to this is the 
media displaying images of youthfulness and 
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glamour, which is portrayed as desirable, 
consequently people quite often look at their 
own life and consider health and lifestyle 
(Riddoch et al, 1998). 
The positive effect exercise has on 
depression is well known but it appears this 
is not always being addressed. This could be 
because attitudes among some doctors and 
nurses need to be changed. Perhaps some 
doctors feel that it is easier to prescribe an 
antidepressant rather than prescribe exercise 
as an alternative?
While it does appear that the majority of 
nurses know the benefits exercise has on 
depression, it could be that they feel it is not 
their role (Gurney, 2009). 
While out in practice it was recognised that 
nurses often feel uneasy about promoting 
interventions that could be seen as coercion 
or control due to the patient’s human rights 
and therefore patients are not encouraged 
to explore exercise as an alternative to 
medication (Callaghan, 2004).
Exercise may also be a restricted option in 
the mental health inpatient setting (Donaghy 
and Taylor, 2010).
Physical health interventions and the 
mental health nursing role
The physical health of people diagnosed 
with a mental health problem has been given 
greater prominence within professional and 
government documents in recent years 
(Department of Health, 2006). 
There is a greater push for mental health 
practitioners to take a more active role in 
assessment and intervention in relation to the 
physical health needs of their service users 
(Department of Health, 2011; Department of 
Health, 2006a; Department of Health, 2006b). 
The coalition government set out its vision 
for the future of mental health provision in the 
document No Health Without Mental Health 
(Department of Health, 2011) and continued 
the theme that people with mental health 
problems need to have good physical health, 
also that the number of people with mental 
health problems dying prematurely needs to 
be reduced.
Therefore it would appear that part of 
the duty of the mental health nurse is to 
have greater awareness of the signs and 
symptoms of physical ill health, long-term 
physical conditions and also in relation to 
local service provision so that they can guide 
service users to the most appropriate care 
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and support including exercise choices (Gray 
et al, 2009; Hardy 2008; Mental Health 
Foundation, 2005). 
This would suggest that in providing 
holistic care to the service user and their 
carers, mental health nurses need some 
basic knowledge in relation to screening 
and management and referral of long-term 
conditions including depression – thus 
the mental health nurse has a dual role in 
promoting both mental and physical health 
as it would appear that one cannot have 
one without the other (Howard and Gamble, 
2011; Nash, 2010; White et al, 2009; Gray 
et al, 2009; Ward, 2005). However, the role 
of nurses in such interventions has been 
neglected (Callaghan, 2004).
There are many reasons why the long-
term physical conditions of mental health 
service users may not be identified, and one 
of these is a lack of confidence or ability 
in relation to physical health monitoring by 
mental health staff. 
Training needs analyses carried out by 
Nash (2005) and Ward (2005) of inpatient and 
community based staff found that they did 
not have up-to-date skills or knowledge, and 
lacked confidence in physical care activities or 
seen it as not part of their role, thus delaying 
appropriate intervention. 
Subsequent studies have shown mental 
health nurses to be in an ideal position to 
assess service users’ physical health needs 
and promote healthy living (Howard and 
Gamble 2011). 
Gray et al (2009) stated if the mental health 
nurse does not intervene to improve the 
physical health needs of mental health service 
users, then who will? 
Hardy (2008) suggests we need to 
communicate and bridge interventions across 
the primary and secondary care services to 
address what potentially can be a care gap. 
Added to this, there is evidence that exercise 
is a neglected intervention in mental health 
care (Callaghan, 2004).
Research evidence
A review of the literature was undertaken and 
eight articles were selected that researched 
exercise interventions for older people 
diagnosed with depression. 
All the studies found were studies based 
in primary or community care and were on 
the whole undertaken with mild-to-moderate 
depression.
Findings
Donaghy (2007) found that over time physical 
activity for men and women in old age was 
significant in decreasing depression. The 
findings suggest that mental wellbeing in later 
life is associated with physical activity, better 
health and mobility.
It was also reported that more physical 
activity was associated with less concurrent 
depression and countering the effects of 
negative life events on depression. 
Hughes et al (2009) used a randomised 
control trial to assess the impact of existing 
best practice activity programmes for older 
adults and findings showed that physical 
activity programs improve aspects of 
functioning that are risk factors for disability 
among older adults. 
Lampinen et al (2000) examined the 
changes in intensity of physical exercise as 
predictors of depressive symptoms among 
older adults. This shows that levels of 
depression are affected by an increase or 
decrease of physical activity.
Barbour and Blumenthal (2005) reviewed 
the evidence supporting exercise as an 
effective treatment of depression in older 
adults. The majority of findings suggest 
exercise has a positive effect on mood 
when compared to referral for psychological 
support, social contact controls and even 
antidepressant medication. There was no 
significant difference in efficacy, which 
suggests that exercise may be a viable 
alternative to medication and psychotherapy in 
the treatment of depression.
Harris et al (2006) examined the 
epidemiological research and the associations 
between physical activity, exercise coping and 
depression in a sample of depressed patients 
using data spanning 10 years.
The results suggest that physical activity 
is associated with reduced depression, even 
after controlling for age, gender medical 
problems and negative life events. 
Krawczynski and Olszewski (2000) 
assessed the effects of a multi-model 
intervention programme, including physical 
activity with people over 60 years of age. 
The programme was designed to improve 
physical, mental, and spiritual wellbeing and 
incorporate physical exercise and relaxation 
training, combined with seminars that looked 
at creativity, psychology, philosophy of life, 
and communication. 
The findings suggest that the participants 
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significantly improved in all measured 
psychological variables between the first and 
second assessment, and the improvements 
were maintained at follow-up, thus suggesting 
that the programme was successful in 
improving the quality of life of older people.
Moor et al (2006) used self-reporting 
questionnaires to examine whether regular 
exercise is associated with reduced anxiety, 
depression and personality in a large 
population-based sample in The Netherlands. 
The findings supported previous findings 
that regular exercise is associated with lower 
neuroticism, anxiety and depression, and 
prepares the ground for future investigation 
into the associations of exercise on 
depression, anxiety and personality.
Ku et al (2009) analysed data from the 
Taiwan Health and Living Status of the Elderly 
Survey in 1996, 1999 and 2003, and looked at 
the associations of leisure-time physical activity 
and depressive symptoms in Taiwanese older 
adults in a seven-year follow-up. 
Participants who did little leisure time activity 
at both time points were found to be at greater 
risk of developing depressive symptoms. These 
findings suggest that there is an association 
between leisure time physical activity and 
reduced risk of depressive symptoms.
Limitations
These results need to be treated with caution, 
as the studies that have been found involved 
people who were motivated, were diagnosed 
with mild or moderate depression and 
treatment was in the primary care setting. 
No evidence was found for treating people 
who are inpatients or people presenting 
with severe depression. Studies need to be 
undertaken to see if the potential of exercise 
can provide positive outcomes with more 
complex case histories.
Discussion
Overall the finding suggests that exercise has 
a role to play in reducing depression in older 
adults and can also be beneficial in improving 
medical problems and as a coping strategy 
for negative life events.
Old age can mean retirement and the end of 
professional activities, and for some unfamiliar 
territory and a new way of life. Exercise can be 
important in reducing depression and promoting 
longer life and good health. Individuals who have 
engaged in regular exercise throughout their life 
usually maintain higher functioning levels. 
healthcare about the increased use of exercise 
as an intervention. 
There are often limited alternatives as it 
can be difficult accessing psychotherapy and 
counselling as well as it being expensive. 
Medication is usually favoured as it has been 
used for decades and reinforced by extensive 
and powerful marketing in the pharmacy 
industry (Donaghy, 2007). 
Mental health nurses could also look for 
a quick fix whereas investment in educating 
implementing or referring the person for 
exercise interventions would be more 
beneficial in the long term (SWYPFT, 2011). 
Research from exercise psychology 
indicates that exercise is likely to be 
beneficial if incorporated with cognitive 
behavioural techniques such as motivational 
interviewing as well as goal setting, self-
monitoring, social support and reinforcement 
(Biddle and Mutrie, 2008). 
Improvement in depressive symptoms and 
general health benefits are far greater than 
health risks associated with remaining sedentary 
(Donaghy, 2007). Mental health nurses could 
play a part here and are in a position to influence 
GPs to offer more holistic treatment plans, which 
could also reduce the financial burden on the 
NHS (Mental Health Foundation, 2009). 
Conclusion
After reviewing the articles on depression 
and how exercise impacts on this, there is 
one definite conclusion – that exercise can 
Evidence suggests that physical activity 
might be a useful tool for easing major 
depressive symptoms if continued over time in 
the primary care setting.
Implications for practice and 
recommendations
All healthcare professionals have a duty of 
care to promote exercise, therefore much 
more needs to be done to ensure all who 
work in primary care have access to referral 
schemes (Mental Health Foundation, 2009) 
and this includes mental health nursing 
(Callaghan, 2004). 
GPs, for example, need to change 
their attitudes about choosing exercise 
as a treatment option. Only 5% of them 
prescribed exercise compared to 92% who 
prescribed antidepressants, though this 
could be due to the idea that depression 
cannot be treated by something as simple 
as exercise (Donaghy, 2007). 
If health professionals find this concept 
hard to understand then it can be even more 
difficult in promoting exercise to the general 
public (Daley, 2008). 
A possible answer could be for mental 
health nurses to be more proactive in 
promoting their own mental wellbeing by 
making positive life style changes. 
Mental health nurses are the largest group 
of registered practitioners in mental health, 
thus have the potential to influence care in the 





















have substantial benefits in reducing mild-to-
moderate depressive symptoms in older adults. 
Exercise is also beneficial in all bio-psycho-
social aspects of life in all ages. Health 
professionals including mental health nurses 
need to work more closely with each other 
to promote the wellbeing of themselves and 
those in their care. 
The government also needs to invest 
more in their workforce so as to promote 
positive mental wellbeing (Disability Rights 
Commission, 2006). 
Older adults need to be cared for and not 
seen as a burden, therefore recognising the 
signs of depression need to be addressed 
by health professionals. Depression has 
been used as an examplar for exercise as an 
intervention. However, it can be used in the 
treatment for all older people diagnosed with a 
mental health condition.
With the Olympic and Paralympic Games 
being hosted in London this summer, hopefully 
this will inspire people to take a lead in 
exercising and looking after their mental 
health. See Box 1 for practical considerations 
when planning to introduce exercise 
interventions and activities. MHN
]#2#$#*%#'
American Psychiatric Association. (1994) DSM-IV. 
Diagnostic and statistical Manual of Mental Disorders 
(4th edition). American Psychiatric Association: 
Washington, DC.
Audit Commission. (2000) Forget me not. Mental Health 
Services for Older People. Audit Commission: London.
Bagley H, Cordingley L., Burns A, Godlove Mozley C, 
Sutcliffe C, Challis D, Huxley P. (2000) Recognition of 
depression by staff in nursing and residential homes. 
Journal of Clinical Nursing 9(3): 445-450.
Barbour K and Blumenthal J. (2005) Exercise Training and 
depression in older adults. Neurobiology of Ageing 26: 
119-123.
Biddle S, Fox K, Boutcher S, Faulkner G. (2000) The 
way forward for physical activity and the promotion of 
Psychological Wellbeing. Routledge: London.
Biddle S and Mutrie N. (2008) Psychology of Physical 
Activity. Determinants, wellbeing and interventions 2nd 
edition. Routledge: London.
Byrne G and Neville C. (2010) Community Mental Health 
for Older People. Churchill Livingstone: Chatswood, New 
South Wales.
Callaghan P. (2004) Exercise: a neglected intervention in 
mental health care? Journal of Psychiatric and Mental 
Health Nursing 11: 476-483.
Careless D and Douglas K. (2008) Social support for and 
through exercise and sport in a sample of men with 
severe mental illness. Mental Health Nurse 29(11): 
1179-1199.
Carter N and O’Driscoll M. (2000) Life begins at forty. 
Physiotherapy 86(2).
Cole MG. (1990) The prognosis of depression in the 
elderly. Canadian Medical Association Journal 142: 
633-639.
Daley A. (2008) Exercise and Depression: A Review of 
Reviews. Journal of Clinical Psychology in Medical 
Settings 15: 140-147.
Department of Health. (2001) National Service Framework 
for Older Adults. Department of Health: London.
Department of Health. (2004) At least five a week. 
Evidence of the importance of physical activity and its 
relations to health. Department of Health: London.
Department of Health. (2005) Choosing Activity: A physical 
Action Plan. Department of Health: London.
Department of Health. (2006a) From values to action: the 
chief nursing officer’s review of mental health nursing. 
Department of Health: London.
Department of Health. (2006b) Choosing Health: 
Supporting the physical needs of people with severe 
mental illness – commissioning framework. HMSO: 
London.
Department of Health. (2011) No health without mental 
health: a cross-government mental health outcomes 
strategy for people of all ages. HMSO: London.
Diaz A and Mottar R. (2008) The effects of an aerobic 
exercise programme on posttraumatic stress disorder 
symptom severity in adolescents. International Journal of 
Mental Health 10(1): 49-60.
Disability Rights Commission. (2006) Equal Treatment: 
Closing the Gap – a formal investigation into physical 
health inequalities experienced by people with learning 
disabilities and/or mental health problems. Disability 
Rights Commission: London.
Donaghy M. (2007) Exercise can seriously improve your 
mental health: Fact or fiction? Advances in Physiotherapy 
9: 76-88.
Donaghy M and Taylor AH. (2010) Should practitioners 
promote physical activity as a treatment for depression? 
J R Coll Physicians Edinburgh 40: 132-5.
Faulkner G. and Taylor A. (2008) Exercise, Health and 
Mental Health. Routledge: London.
Gosh P. (2009) Improving access to psychological 
therapies for all adults. The Psychiatrist 88: 186-188.
Gray R, Hardy S, Anderson KH. (2009) Physical Health and 
serious mental illness: If we don’t do something about it 
who will? International Journal of Mental Health Nursing 
18: 299-300.
Gurney S. (2009) The person with an affective/mood 
disorder. In: Norman I and Ryrie I. The Art and Science 
of Mental Health Nursing. Open University Press: 
Maidenhead.
Hardy S. (2008) Integrating models of care for mental 
illness. Practice Nurse 36(3): 38-40.
Harris A, Cronkite, R, Moos R. (2006) Physical activity, 
exercise coping, and depression in a 10-year cohort 
study of depressed patients. Journal of Affective 
Disorders 93: 79-85.
Healy D and Whitaker R. (2003) Antidepressants and 
suicide. Risk benefit conundrums. Journal of Psychiatry 
Neuroscience 28(5): 331–337.
Howard L and Gamble C. (2011). Supporting mental health 
nurses to address the physical health needs of people 
with serious mental illness in acute inpatient settings. 
Journal of Psychiatric and Mental Health Nursing 18: 
105-112.
Hughes SL, Campbell R, Whitelaw N, Bazzarre T. (2009) 
Best-Practice Physical Activity Programs for older adults. 
American Journal of Public Health 99(2).
Krawczynski M and Olszewski H. (2000) Psychological 
wellbeing associated with a physical activity programme 
for persons over 60 years old. Psychology of Sport and 
Exercise 1: 57-63.
Ku P, Fox K, Chen L. (2009) Physical activity and 
depressive symptoms in Taiwanese older adults: A 
seven-year follow up study. Preventive Medicine 48: 
250-255.
Lampinen MSC, Heikkinen R, Ruoppila I. (2000) Changes in 
intensity of physical exercise as predictors of depressive 
symptoms among older adults: An eight year follow-up. 
Preventative Medicine 30: 371-380.
Lord S, Sherrington C, Menz H, Close J. (2007) Falls in 
older people: risk factors and strategies for prevention. 
Cambridge University Press: Cambridge.
Mental Health Foundation. (2005) Up and Running! Mental 
Health Foundation: London.
Mental Health Foundation. (2009) Moving on up. Exercise 
therapy and the treatment of mild or moderate 
depression in primary care. Mental Health Foundation: 
London.
Moor MHM, Beem AL, Stubbe JH, Bloomsma DI, Geus 
EJC. (2006) Regular Exercise, anxiety, depression and 
personality: A Population Study. Preventive Medicine 42: 
273-279.
Nash M. (2010a) Assessing nurses’ propositional 
knowledge of physical health. Mental Health Practice 
14(2): 20-22.
Nash M. (2010b) Facilitating Physical Health and Wellbeing 
in Mental Health Nursing. Clinical Skills for Practice. 
Open University Press: Milton Keynes.
National Institute for Health and Clinical Excellence. 
(2004) Clinical Guideline 16: Self-harm: the short term 
physical and psychological management and secondary 
prevention in primary care. NICE: London.
National Institute for Health and Clinical Excellence. 
(2009) Clinical Guideline 23 Depression. Management of 
depression in primary care. NICE: London.
Norman I and Ryrie I. (2009) The Art and Science 
of Mental Health Nursing. A textbook of principles 
and practice 2nd edition. Open University Press: 
Maidenhead.
Oatley K. (2007) Depression and life events. Psychologist 
20: 228-230.
Paluska SA and Schwenk TL. (2000) Physical activity and 
mental health – current concepts. Sports Medicine 29: 
167-180.
Paulson S. (2005) The social benefits of belonging to a 
‘dance group’ for older people. Generations Review 
15(4): 37-41.
Riddoch C, Puig-Ribera A and Cooper A. (1998) 
Effectiveness of Physical Activity Promotion Schemes 
in Primary care: A review. Health Education Authority: 
London.




Ward D. (2005) Improving physical health care as a mental 
health trust. Nursing Times 101(7): 32-33.
White J, Gray R, Jones M. (2009) The development of 
a serious mental illness physical health improvement 
profile. Journal of Psychiatric and Mental Health Nursing 
16(3): 493-498.
World Health Organization. (1993) The ICD-10 
Classification of Mental and Behavioural Disorders. 
Diagnostic Criteria for Research. WHO: Geneva.
World Health Organization. (2000) Preventing suicide. A 
resource for primary health care workers. WHO: Geneva.
